Mrs B., astat. 32, had on two previous occasions given birth to healthy children at the full time. This was, consequently, her third pregnancy. She had menstruated for the last time on 10th June, when she was in perfect health ; but towards the end of that month a circumstance occurred which I need not detail, but which had the effect of exciting and frightening her to a very great degree.
On the 9tli or 10th of March, pains, which she suspected were those of labour, came on ; but after lasting for a day or two they ceased, and remained away till the 21st, when they began about 9 a.m. I was not sent for till night. I reached the house at eleven o'clock, and found everything natural; but shortly after my arrival the pains entirely ceased. As the os was dilated, I applied the forceps, and delivered her at 12.10 of a very large and well-nonrislied male child, which weighed about 111 lbs. After the application of the instruments, the delivery was effected with ease and rapidity,?only a very small amount of force being requisite ; so that I was somewhat struck with the difficulty which I experienced in my attempts to resuscitate the child. It never gave more than a feeble gasp, and lapsed again into its former condition.
Rotatory movements and artificial inflation were both resorted to, but with only a similar result; so that after three or four gasps the attempted respiration finally ceased. The symptoms were in a marked degree different from ordinary cases of infantile asphyxia, as no air seemed ever to enter the chest; so that I suspected that some serious obstruction to respiration existed at the upper part of the larynx. Having introduced my finger, however, I could find no mucus in the neighbourhood of the epiglottis, which led me now to suspect that.the difficulty of inspiration might be the result of oedema glottidis, and accordingly I passed the point of a bistoury through the crico-thyroid membrane, but no benefit accrued. My suspicions were next directed to the possible existence of effusion from intra-uterine pleurisy, and on percussing the right side of chest, I detected marked dulness over the whole of that region, and when the child was laid on its face a decided bulging was observable on that side. The left side gave a tolerably clear percussion sound. I had now no doubt whatever that my last suspicion was correct, and that inflammation, with copious effusion, had invaded the right pleura.
On opening the thorax, I was much astonished to find that the lungs were apparently entirely awanting. The left side of the chest was filled with the stomach and intestines, while the heart, enclosed in its pericardium, had been pushed over to the right side. The vermiform appendix, which was very apparent at the upper portion of the left side, showed that the caput caecum coli was occupying the subclavicular region,1 while below it the coils of small intestines were lying, while still lower, and near the base of the thorax, was situated the stomach,?the relative position of these parts being in this instance exactly the reverse of what it should have been naturally. On a more careful inspection, I discovered a small portion of lung peeping out from among the small intestines; and on slightly separating these last, about the base of the upper third of the thorax, the spleen came into view. I now passed my hand downwards towards the abdomen, and found that a large opening existed in the left side of the diaphragm, through which these abdominal viscera had escaped into the thorax". That the anatomical peculiarities might be very carefully examined, I gave the subject to my friend, Professor Turner; and I am Drawing.?C, coecum ; V, vermiform appendix; I, small intestines; L, liver; S, stomach ; P, pericardium. [APRIL mediastinal structures were pushed considerably over to tlie right side of the middle line. The ccecum was quite at the upper part of the chest, and the appendix vermiformis overlapped the pericardium.
The colon passed in an arched direction from the csecum down the left posterior aspect of the thorax into the abdomen, where it became continuous with the descending colon, which was normal in position. The left lung was no larger than a walnut, and had never admitted air. The right lung was about three times larger than the left, and seemed as if air had slightly entered it.
The lungs were not visible when the anterior wall of the chest was removed,?the right being concealed by the heart and pericardium, whilst the intestines overlapped the left. The passage of the abdominal viscera into the left pleural cavity was due to a congenital deficiency in the left half of the diaphragm. On examination, it was found that the only parts of the diaphragm which were present on the left side were a few fibres springing from the cartilages of the seventh, eighth, and ninth ribs in front, and of the fibres of the left crus, and a few of those which arise from the ligamenta arcuata behind. The aperture, therefore, was bounded by these fibres, which formed an imperfect ring, the edge of which was rounded and covered by the serous membrane of the conjoined pleuro-peritoneal cavity. The upper end of the left kidney rested on the posterior part of the diaphragmatic ring, whilst the liver and colon were" situated in the orifice itself. The left lobe of the liver was subdivided into three smaller lobes, one of which, viz., that lying in the pleural cavity, was almost cut off from the rest by a deep constriction, which was in close contact with the diaphragmatic ring. The oesophagus at its lower end was surrounded by the crural fibres of the diaphragm, so that it must be regarded as having entered the abdominal cavity, but it immediately turned upwards into the thorax, through the hernial aperture, to and, in about five weeks, died of convulsions. In the thorax were found the pyloric portion of stomach, the small intestines, and the spleen. The mediastinum, heart, and left lung were pushed to the right,?this left lung resembled the thymus gland, except a small portion of the surface, which had been inflated.
I shall now make a few remarks in conclusion.
1 st, From the course into which I have been drawn since commencing this paper, it might have been better had I, at the beginning, announced my intention of treating of congenital deficiencies of the diaphragm rather than of congenital diaphragmatic hernia;
for, in many of the cases, there can be little doubt that it was the deficiency alone that was congenital, and that the hernial protrusion occurred, and was reduced from time to time. The history of many of the instances given seems to shut us up to this conclusion : when we find sudden attacks of colicky pains, anxiety, difficulty of breathing, etc., and as sudden cessation of these symptoms, the most rational explanation is to be found in the above supposition.
In many of these cases a larger amount has at last been propelled through the preternatural opening, and symptoms of strangulated hernia?extreme abdominal pain with vomiting and constipation? conjoined with great difficulty of breathing, often severe cough, and sometimes inability to lie on one side, have manifested themselves.
In a large proportion of the instances cited, we can scarcely doubt that the opening was congenital. I grant that, under tlie 3d, 4th, and 5th classes, there is sufficient ground to render an opposite opinion plausible; but in the 1st and 2d classes, I think there are few indeed to which such an assertion could apply. The general appearance of the aperture is against such an idea, and hence most of the observers who record their opinion distinctly declare that to them it seemed to have been congenital. 
